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Children still experience pain during
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Abstract
Background: Little is known whether children experience pain during hospital stay from the child’s own
perspective or not. The existing studies tend to be based on a small number of children and therefore have
limitations concerning the generalisability of the results.
Aim: The aim of this study was to describe children’s self-reported pain and experience concerning pain
management during hospital stay.
Methods: This study has a quantitative cross-sectional design with descriptive statistics as data analysis.
Results: A total of 786 questionnaires, Pain in Children in Hospital, were distributed in four countries with the response
rate of 75% which was almost equal between countries. Our result showed that 87% (503/579) children at hospital self-
reported pain during the past 24 h. Nearly 63% of the children reported a pain score of > 5 the last 24 h. Most of
children reported that they had received a question about pain from the hospital staff, and that the staff observed and
assessed their pain. Totally 95% reported that they were satisfied with their pain relief during the last 24 h.
Conclusion: Our study showed that when children were given the possibility to self-report pain, nearly 2/3 expressed
that they had experienced pain during hospital stay. However, most of them reported satisfaction with pain
management and their pain relief.
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Background
Children are a vulnerable group and their wellbeing
should always be a priority [1]. Nevertheless, children have
historically been exposed to many medical procedures and
treatments without any analgesics since researchers
claimed that small children did not feel any pain [2] des-
pite the fact that the definition of pain is “a subjective,
emotional, and unpleasant sensory experience” [3]. When
Anand and Hickey [4] showed that a foetus had receptors
for pain and that neonates could respond to pain in the
same way as older children and adults, opportunities for
further research in this field were obtained. Children who
had been exposed to painful procedures without pain-
relieving medication were found to have higher levels of
stress hormones compared to those who had received
medication [5]. Research has also shown that children
who have experienced pain early in life may give a stron-
ger response later in life when they for example receive a
vaccination, as compared to children who have not experi-
enced pain early in life and thus don’t have a similar “pain
memory” [6]. Many children are inpatients at hospitals
worldwide and several recently published studies have
shown that children experience pain during hospital stay
[e.g. [7–12]]. According to a study by Kozlowski et al. [8]
children at surgical wards have reported more pain com-
pared to children at medical wards (99 vs 65%). Further-
more, two studies have reported that children experience
a fear of pain [13, 14].
World Health Organization [15] has established clin-
ical guidelines for pain assessment and management but
the knowledge and the attitudes of nurses regarding pain
assessment and management has been identified as a
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potential barrier [16]. Results from a study by Manworren
[16] where 247 pediatric nurses responded to a question-
naire about pain and pain management, showed that there
were deficiencies concerning their knowledge about pain
management. However, the nurses were aware of the chil-
dren’s experience of pain (ibid). Hospitalised children often
undergo not only painful procedures related to treatment,
but they also experience pain related to their symptom
which can result in distressing or negatively estimated
memory [17]. The uncontrolled pain may cause lower
patient and family satisfaction which may relate to longer
hospital stays, frequent post discharge emergency room
visits and early hospital readmissions [18].
Adequate pain management can reduce the anxiety of
children and parents and increase compliance and collab-
oration [19] since even fear of pain is a problem [13, 14].
However, some studies suggest that gaps remain concern-
ing nurse’s knowledge about pain in children and pain
assessment [20] and that there is a lack of guidelines and
specific protocols [21].
Unfortunately, despite the knowledge about pain and
pain management, many children are still at risk for
both poorer pain assessment and management [22] and
the long-term effects of undertreating pain in children
may result in psychosocial problems and recurrent pain
syndromes [23].
Improving pain management requires a multifactorial
approach concerning education, institutional support, atti-
tude shifts and change leaders [24]. Pain assessment in
younger children is often based on behavioral measures of
pain observed by nurses or parents while self-assessment
of pain is recommended in children older than 5 years
[25]. Studies comparing patients’ self-assessment of pain
and how nurses or other health professionals rate patients’
pain have shown that self-assessments and professional
ratings often differ [26]. In 2015, Bramhagen and col-
leagues [27] developed an instrument according to PROM,
patient-reported-outcome measures, in order to assess
children’s (4–12 y) postoperative recovery, including pain,
and their result showed that 23% (n = 55) of the children
had answered the questionnaire themselves and 59% (n =
141) had participated “very much”. The instrument, Post-
operative Recovery in Children, PRiC, proved to be useful
for children when self-reporting how they felt after
surgery.
Studies with children as inpatients are often performed
as single-centre studies with small groups and therefore
have limitations concerning generalisability [28]. Since
results from previous studies show that too many chil-
dren are still suffering from pain, larger studies with
children involved are needed in order to minimize such
limitations. An international collaboration with hospitals
in multiple countries could make this possible. However,
such a study would require a large sample size in
different contexts and since such a study might be beset
by a number of practical challenges, it is prudent to first
undertake a feasibility trial. Thus, the aim of this study
was to describe children’s self-reported pain and experi-
ence concerning pain management during hospital stay.
Methods
This study has a quantitative cross-sectional design and
was performed in four countries: Bosnia and Herzegovina
(BH), Croatia (C), Macedonia (M), and Sweden (S). The
present study was a feasibility study aimed to test a short
questionnaire used for self-reported pain experience in
children. If the children and/or the parents answered the
questionnaire we presume that they understood the mean-
ing of the questions and this was considered as a written
consent to participate.
Ethics approval was collected in all four countries respect-
ively. The study was approved by: The Swedish Ethical Re-
view Authority in Lund (No; 2012/73), The Regional Ethical
Review Board, Medical Sciences in Stip, Macedonien (No;
2015–225/02), University Clinical Center Tuzla; Sector for
Scientific-Research and Professional Development (No;
2016/01), Clinical Hospital Center of Sestre milosrdnice
Zagreb, Ethics Committee of KBSc of Sisters of Mercy, (No;
2016/06).
Study population
All children (0–18 years of age) who were inpatients at
different pediatric departments in community hospitals
in Tuzla and Sarajevo – BH; Zagreb – C; Kocani and
Stip – M; and Malmö – S, during a priori scheduled day
were eligible for participation. The head nurse on each
ward was responsible for excluding children who were
too ill to participate or those who did not understand
the official language. The head nurses were also asked to
assign a nurse at the respective divisions responsible for
distributing the questionnaire to the children and for
collecting them. The children were asked to answer the
questions by themselves and in case they needed help
the parents were asked to assess/evaluate the pain from
the child’s perspective. Prior to the data collection ethical
issues were carefully considered and the national coordi-
nators obtained ethical permission for all participating
centers. All participants and their parents/caregivers were
informed that participation was voluntary and by answer-
ing the questionnaire they gave their informed consent.
Data collection
All children were inpatients at different pediatric wards
in the respective countries. Since the study included sev-
eral different contexts, one coordinator (JB) was respon-
sible for all study activities in BH, C, M and S and main
coordinators (ACB & VV) were responsible for the
whole study. There was also a national coordinator (GP,
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MB, JB, ACB) in each country who had contact with the
clinics and their staff during the data collection. The co-
ordinators gave oral and written information about the
study to the staff involved in data collection.
Instrument
The questionnaire was inspired by a questionnaire used
by Wadenstein et al. [29]. Wadenstein et al. included
1112 patient aged 6 w-95 years (mean 59 years) but only
4% were children. Therefore, the questions were revised,
and formulated to suit a pediatric population (ACB),
Pain in Children in Hospital, PiCH, and was then vali-
dated. In all, the instrument had seven questions
whereas four questions had possible answers Yes/No/
Don’t’know, two questions offered a scale 0–10 (no pain-
worst pain) and one question focus on satisfaction, not
at all - very good. First, the content validity was tested
by professionals, and secondly by a group of parents and
their children to ensure that the questions addressed a
pediatric population. The questionnaire was written in
Swedish and tested in the Swedish context. Then it was
translated into English in order to be translated into the
native languages by the coordinators in the participating
countries. Once translated to the local languages, the
questionnaire was translated back to English; and finally,
the original questionnaires and the back-translated ques-
tionnaires were compared (VV) to ensure that the mean-
ing was not modified during the translation process [30].
Data analysis
Descriptive statistics have been used to analyse the data.
Frequency distribution in number, percent, and median
was performed. A non-parametric Kruskal-Wallis test
and Chi-square test were performed in order to compare
the pain prevalence and pain assessment between groups
(i.e. countries). A statistical significance of 0.05 was used
throughout, and the software program SPSS statistics
22.0 (IBM Corp., Chicago, IL., USA) was used to per-
form all statistical analysis.
Results
The planned distribution per country was 200 question-
naires. A total of 786 questionnaires were distributed. In
all, 589 questionnaires were returned which gives a
mean response rate of 75% for all four countries. The
distribution of responses between countries were almost
equal, Sweden (n = 138), Macedonia (n = 158), Bosnia
and Herzegovina (n = 136) and Croatia (n = 156) and no
significant differences were found. The number of sub-
jects, response rate in each participating country and the
distribution between boys and girls are shown in
Table 1.
The children were asked to self-report or report with
their parent’s help if they had pain (Yes/No), and to this
87% (503/579) reported pain during the past 24 h. There
were significant differences (p = < 0.001) regarding
prevalence of self-reported pain between the four coun-
tries, where Sweden had the lowest proportion of “Yes”
with 68% (93/137) of the children having reported pain
during the last 24 h. See Table 2.
Children in Croatia had significantly higher scores for
pain measured by a Visual Analog Scale, VAS (median
7.00) concerning the last 24 h (p < 0.001) as compared to
the other three countries. Children in Macedonia and
Bosnia and Herzegovina reported the lowest score for
pain (median 5.00). There were also significant differ-
ences (p = 0.001) regarding “pain right now” where chil-
dren in Sweden reported a median score at 2.00 and the
other countries scored a median at 3.00. See Table 2.
Regarding question no 2, whether the child had re-
ceived a question about pain from the hospital staff or
not, 95% (516/589) had received the question but there
were significant differences (p = < 0.001) between the
countries. In Macedonia, all 156 children had received a
question about pain, in Croatia nearly 99% (53/155), in
Bosnia and Herzegovina nearly 97% (127/131) and in
Sweden just above 81% (79/97). In all four countries,
nearly 63% of the children reported a pain score of ≥5
during the last 24 h. Regarding pain right now, 14.9% re-
ported no pain at all and 41% reported pain right now
scored ≥5. Concerning the possibility to assess their own
pain during the last 24 h, the result showed that there
was significant difference (p = < 0.001) between countries
where over 80% of the children in Croatia answered
“Yes” (124/154) whereas more than 86% of the children
in Bosnia and Herzegovina answered “No” (114/132).
According to the children self-reporting (question no 4)
there were significant (< 0.001) differences regarding if
the staff observed and assessed the child’s pain or not.
All children in Macedonia answered “Yes”, in Croatia
over 99% answered “Yes” (151/152), in Bosnia and
Herzegovina nearly 98% answered “Yes” (129/132) and
in Sweden the distribution was almost equal between
“Yes/No” (51/45). In summary, many children in Europe
experience pain during hospital stay. Most of the chil-
dren reported that they had received a question about
pain from the hospital staff, and in C, M and BH, most
of the children stated that the staff observed and
assessed their pain, although only few children in BH
(18/144) described that they were offered to assess their
pain by a Visual Analog Scale, VAS. Totally 95%
Table 1 overview of responses and gender distribution
Croatia Macedonia Boznia-Herzegovinia Sweden Totally
Q/Ra 200/156 200/158 200/136 182/138 588
M/Fb 85/71 84/73 67/66 80/57 317/267
a Delivered Questionnaire- returned questionnairs
b Distribution between M (male) and F (female)
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reported that they were satisfied with their pain relief
during the last 24 h.
Discussion
This study describes children’s self-reported pain, and
experience concerning pain management during hospital
stay. Poor patient recruitment is a well-known issue in
clinical studies where children are patients and, the sci-
entific literature has shown that the results of many
studies are limited due to the small number of children
involved in study populations. Our study showed that a
short instrument with only seven questions and estab-
lishing an international network may be successful in
clinical investigations in order to involve a higher num-
ber of participants. The response rate of 75% in this
study can be seen as acceptable. Since all four countries
were eager to perform this study and with good planning
the recruitment of the participants was successful within
the planned time.
The reason for conducting this study as a feasibility-study
was the challenge in performing studies in different contexts
and also to test the questionnaire in order to measure preva-
lence of pain in different counties. This study aimed to meas-
ure children’s self-reported experience of pain and it was
important that both children and their parents understood
the information given to them and the task instructions. To
involve children in research concerning themselves is im-
portant according to UNICEF’s [1] recommendations so that
the child’s rights will be respected. In this way, the child’s
own voice can be heard, and nurses will be able to under-
stand their needs and detect and minimize their pain during
hospitalization. Our results showed an acceptable amount of
returned questionnaires. However, we could not know
whether or not the parents were involved in answering the
questionnaire and if the instructions on how to report
needed to be clearer. Our study has limitations, such as the
lack of information concerning demographic data, time as
inpatients and different diagnoses. Despite these limitations,
this study provides important information concerning the
feasibility to investigate pain prevalence and pain manage-
ment in inpatient children from different countries. This
study showed that we need to increase and strengthen infor-
mation to all coordinators, maybe including 1 day of training,
to make sure that all of them have similar concepts that will
be used in the same way.
The value of preliminary work prior to organizing
large-scale, globally randomised controlled trials [3] or
intervention studies [31] have been shown earlier. UK
National Institute for Health Research (NIHR) defines
feasibility studies as studies used to estimate important
parameters that are needed to design the main study,
e.g., standard deviation of the outcome measure, re-
sponse rates, willingness of clinicians to recruit partici-
pants and number of people eligible [32].
During this study, we did not experience difficulties
with resources and the ability to manage the data
Table 2 Overview of the result from all four countries
Country p-value
Sweden Macedonia Croatia Bosnia-
Herzegovina
Totally
Question Yes/No Yes/No Yes/No Yes/No Yes/No
1. Did you/your child had any pain during the last24 h
during hospital stay?
93/44 150/7 148/0 111/25 503/76 < 0.001a
2. Did the staff asked you/your child about pain during
the last 24 h?
79/18 156/0 153/2 127/4 516/24 < 0.001a
3. Did you/your child had the possibility to assess pain
during the last 24 h with e.g. VAS,
22/75 60/96 124/30 18/114 225/315 < 0.001a
4. Did the staff observed your/your child’s pain in order
to assess it?
51/45 156/0 151/1 129/3 488/49 < 0.001a
0 = no pain 10 worst pain
median
5. Assess your/your child’s pain by circling the number
that best describes the pain when it was the most intense
during the last 24 h?
6.00 5.00 7.00 5.00 < 0.001b
6. Assess your/your child’s pain by circling the number
that best describes your/your child’s pain right now
2.00 3.00 3.00 3.00 0.001b
Not at all %
(n)
a little %
(n)
rather good %
(n)
good % (n) very good %
(n)
7. How satisfied are you with your/your child’s pain relief
during the last 24 hours?
2.7 (16) 6.8 (40) 24.6 (145) 28.5 (168) 29.2 (172)
aChi-square b Kruskal-Wallis
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collection; however, the data collection took longer time
than expected.
Despite of different limitation, results from the present
study showed that children are suffering from pain dur-
ing hospitalisation today although there is a rich amount
of knowledge about children and pain. Regardless of
rapid development of pediatric pain management in
pediatric care during the last three decades, there are
still studies revealing that pediatric patients might not
always receive optimal pain management [7, 10, 28].
Most of the children in the present study reported that
the staff observed and assessed their pain, but it is un-
clear if the staff used any pain scale when they assessed
pain or if they evaluated any given pain medication.
However, it would be valuable to understand if, and if so
how the staff assessed and documented their observations.
Despite the knowledge about pain in children there is a
gap between available research evidence and the best
available evidence used in regular clinical practice. This
phenomenon, known as the knowledge-to-action gap, has
been described in many areas of medicine and health [33].
Our study confirmed that this phenomenon still exists
and that it is important to understand why, which is why
more research is needed. The results of this study show
that pain in children as inpatient exists in more than 80%
of the cases. Our results also exhibit differences between
countries; however we believe that these differences are
difficult to interpret since there are possible influencing
factors that are unknown. Building on the results of the
current study, it will be important to conduct a large-scale
study with an extended number of questions where both
parents and staff respond to the questions about pain and
pain assessment.
Our result have generated new questions and there-
fore, we are starting a new project in this area including
five countries with a complementary study aiming to
investigate nurses’ attitudes toward children and infor-
mation about pain management and care practices.
Since nurses usually are responsible for children’s pain
during hospital stay and during different medical proce-
dures, her/his attitude are of greatest interest in how the
pain management are being handled and to what extend
it is successful.
Conclusions
Our study showed that when children were given the
possibility to self-report pain, nearly 2/3 expressed that
they had experienced pain during hospital stay. How-
ever, most of them reported satisfaction with pain man-
agement and their pain relief. In conclusion, this study
demonstrated that self-reported pain in inpatient chil-
dren is vast in S, M, C and BH. This work highlights the
importance of future studies on pain assessments in dif-
ferent pediatric areas.
Abbreviations
BH: Bosnia and Herzegovina; C: Croatia; M: Macedonia; PROM: Patient-
reported-outcome measures; S: Sweden; VAS: Visual Analog Scale
Acknowledgments
We wish to express our appreciation to the partner organisations in Bosnia
and Herzegovina, Croatia, Macedonia and Sweden. We would like to
acknowledge Håkan Lövqvist for his assistance with the data analysis in this
study. Finally, we would like to acknowledge the children and parents who
shared their experiences by participating in this research.
Authors’ contributions
Study conception and design: ACB and VV. Acquisition of data: VV, JB, GP MB
and ACB. Analysis and interpretation of data: ACB and VV. Preparation, critical
revision and final approval of the manuscript: all authors.
Funding
Publication fees for this manuscript were supported by Malmö University.
The authors have not received any other funding or benefits from industry
or elsewhere to conduct this study.
Availability of data and materials
All the data is presented in the main manuscript. The datasets used and/or
analysed during the current study are available from the corresponding
author on reasonable request.
Ethics approval and consent to participate
Ethics approval was collected in all four countries respectively. The study was
approved by: The Swedish Ethical Review Authority in Lund (Dnr 2012/73),
The Regional Ethical Review Board, Medical Sciences in Stip, Macedonien
(2015–225/02), University Clinical Center Tuzla; Sector for Scientific-Research
and Professional Development (No; 2016/01), Clinical Hospital Center of Ses-
tre milosrdnice Zagreb, Ethics Committee of KBSc of Sisters of Mercy, (No;
2016/06). If the children and/or the parents answered the questionnaire this
was considered as a written consent to participate.
Consent for publication
Not applicable
Competing interests
The authors declare that they have no competing interests.
Author details
1Faculty of Health and Society, Department of Care Science, Malmö
University, SE-205 06 Malmö, Sweden. 2School of nursing, Vinogradska,
Zagreb, Croatia. 3University Goce Delcev, Stip, Macedonia. 4Clinic for
Anaesthesiology and Rheumatology, University Clinical Center Tuzla, Tuzla,
Bosnia and Herzegovina.
Received: 9 January 2020 Accepted: 20 January 2020
References
1. United Nations General Assembly. Convention on the Rights of the Child.
Geneva: UN; 1989.
2. Richards R. Can a fetus feel pain? Br Med J. 1985;291:1220–1.
3. International Association of the Study of Pain. Sub-committee on
taxonomy. Pain terms: a list with definitions and notes on usage. Pain.
1979;6:249–52.014.
4. Anand KJS, Hickey PR. Pain and its effects in human neonate and fetus.
New England J Med. 1987;317(21):1321–9.
5. Anand KJS. Randomized trial of fentanyl anesthesia in preterm babies
undergoing surgery: effects on stress response. Lancet. 1987;31:243–7.
6. Taddio A, Goldbach M, Ipp M, Stevens B, Koren G. Effect of neonatal
circumcision on pain responses during vaccination in boys. Lancet. 1995;
345:291–2.
7. Birnie KA, Chambers CT, Fernandez CV, Forgeron PA, Latimer MA, McGrath
PJ, Cummings EA, Finley GA. Hospitalized children continue to report
undertreated and preventable pain. Pain Res Manag. 2014;19(4):198–204.
8. Kozlowski LJ, Kost-Byerly S, Colantuoni E, Thompson CB, Vasquenza KJ,
Rothman SK, Billett C, White ED, Yaster M, Monitto CL. Pain prevalence,
Vejzovic et al. BMC Pediatrics           (2020) 20:39 Page 5 of 6
intensity, assessment and management in a hospitalized pediatric
population. Pain Manag Nurs. 2012;5(1):22–35. https://doi.org/10.1016/j.pmn.
2012.04.003.
9. Stewart DW, Ragg PG, Sheppard S, Chalkiadis GA. The severity and duration
of postoperative pain and analgesia requirements in children after
tonsillectomy, orchidopexy, or inguinal hernia repair. Paediatr Anaesth. 2012;
22(2):136–43. https://doi.org/10.1111/j.1460-9592.2011.03713.x Epub 2011
Oct 25.
10. Stevens BJ, Harrison D, Rashotte J, et al. CIHR Team in Children’s Pain. Pain
assessment and Intensity in hospitalized children in Canada. J Pain. 2012;
13(9):857–65. https://doi.org/10.1016/j.pain.2012.05.010.
11. Fortier MA, MacLaren JE, Martin SR, Perret-Karimi D, Kain ZN. Pediatric pain
after ambulatory surgery: Where's the medication? Pediatrics. 2014;124:
e588–95.
12. Kortesluoma RL, Nikkonen M, Serlo V. You just have to make the pain go
away- --children's experiences of pain management. Pain Manag Nurs. 2008;
9(4):143–9, 149.e1–5. https://doi.org/10.1016/j.pmn.2008.07.002.
13. Karlsson K, Dalheim Englund AC, Enskär K, Nyström M, Rydström I.
Experiencing support during needle-related medical procedures: a
hermeneutic study with young children (3-7Years). J Pediatr Nurs. 2016;
31(6):667–77. https://doi.org/10.1016/j.pedn.2016.06.004 Epub 2016 Jul 11.
14. Salmela M, Salanterä ET, Aronen S. The experience of hospital-related fears
of 4- to 6-year-old children. Child Care Health Dev. 2011;237(5):719–26.
https://doi.org/10.1111/j.1365-2214.2010.01171.x.
15. WHO Pain Management Guidelines Ministry of Health 2012 http://apps.who.
int/medicinedocs/documents/s23105en/s23105en.pdf
16. Manworren RC. Multimodal pain management and the future of a
personalized medicine approach to pain. AORN J. 2015;101(3):308–14; quiz
315-8. https://doi.org/10.1016/j.aorn.2014.12.009.
17. McMurtry CM, Noel M, Taddio A, Antony MM, Asmundson GJ, Riddell RP,
Chambers CT. Shah V; HELP in kids and adults team. Interventions for
individuals with high levels of needle fear: systematic review of randomized
controlled trials and quasi-randomized controlled trials. Clin J Pain. 2015
Oct;31(10 Suppl):S109–23. https://doi.org/10.1097/AJP.0000000000000273.
18. Lynch ME. The need for a Canadian pain strategy. Pain Res Manag. 2011;
16(2):77–80.
19. Nilsson S, Johansson G, Enskär K, Himmelmann K. Massage therapy in post-
operative rehabilitation of children and adolescents with cerebral palsy - a
pilot study. Complement Ther Clin Pract. 2011;17(3):127–31. https://doi.org/
10.1016/j.ctcp.2010.11.003.
20. Ellis JA, McCleary LM, Blouin R, Dube K, Rowley B, McNeill M, Cooke C.
Implementing best practice pain management in a pediatric hospital. J
Specialists Pediatr Nurs. 2007;12:264–77.
21. Miftah R, Tilahun V, Fantahun A, Adulkadir S, Gebrekirstos K. Knowledge and
factors associated with pain management for hospitalized children among
nurses working in public hospitals in Mekelle City, North Ethiopia: cross
sectional study. BMC Res Notes. 2017;10:122. Published online 2017 Mar 9.
https://doi.org/10.1186/s13104-017-2446-7.
22. Srouij R, Ratnapalan S, Schneeweiss S. Review Article Pain in Children:
Assessment and Nonpharmacological Management International Journal of
Pediatrics 2010; doi:https://doi.org/10.1155/2010/474838.
23. Coulling S. Fundamentals of pain management in wound care. Br J Nurs.
2007;16(Sup2):S4.
24. Twycross A. Managing pain in children: where to from here? J Clin Nurs.
2010;19(15–16):2090–9. https://doi.org/10.1111/j.1365-2702.2010.03271.x.
25. Hiller A, Suominen PK. Pain in children is still under-recognized and
undertreated in Scandinavia. Acta Anaesthesiologica Scandinavia. 2017;
61:266–7.
26. Ene KW, Nordberg G, Bergh I, Johansson FG, Sjöström B. Postoperative pain
management - the influence of surgical ward nurses. J Clin Nurs. 2008;
17(15):2042–50. https://doi.org/10.1111/j.1365-2702.2008.02278.x.
27. Bramhagen AC, Eriksson M, Ericsson E, Nilsson U, Harden S, Idvall E. Self-
reported post-operative recovery in children: development of an
instrument. J Eval Clin Pract. 2015;22(2):180–8. https://doi.org/10.1111/jep.
12451 Epub 2015 Oct 13.
28. Friedrichsdorf SJ, Postier A, Eull D, Weidner C, Foster L, Gilbert M, Campbell
F. Pain outcomes in a US Children's hospital: a prospective cross-sectional
survey. Hosp Pediatr. 2015;1:18–26. https://doi.org/10.1542/hpeds.2014-0084.
29. Wadensten B, Fröjd C, Swenne CL, Gordh T, Gunningberg L. Why is pain still
not being assessed adequately? Results of a pain prevalence study in a
university hospital in Sweden. J Clin Nurs. 2011;20:624–34.
30. Wild D, Grove A, Martin M, Eremenco S, McElroy S, Verjee-Lorenz A, Erikson
P, ISPOR task force for translation and cultural adaptation. Principles of good
practice for the translation and cultural adaptation process for patient-
reported outcomes (PRO) measures: report of the ISPOR task force for
translation and cultural adaptation. Value Health. 2005;8(2):94–104.
31. Orsmond GI, Cohn ES. The Distinctive Features of a Feasibility Study:
Objectives and Guiding Questions. OTJR (Thorofare N J). 2015;35(3):169–77.
32. NETSCC. Glossary: Feasibility and Pilot Studies. [accessed December 18 2013]
http://www.netscc.ahttp://www.nets.nihr.ac.uk/glossary?result_1655_result_
page=Pc.uk/glossary/.
33. Kitson A, Straus SE. The knowledge-to-action cycle: identifying the gaps.
CMAJ. 2010;182(2):E73–7 [FREE Full text] [CrossRef] [Medline].
Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.
Vejzovic et al. BMC Pediatrics           (2020) 20:39 Page 6 of 6
